
~YERMONT
AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street, Ladd Hall

Waterbury, VT 05671-2306
http://www.dail.vermont.gov
VoicelTTY (802) 871-3317

To Report Adult Abuse: (800) 564-1612
Fax (802) 871-3318

October 1,2012

Ms. Sonya Saltis, Administrator
Saltis Home
1141 Main Street
Castleton, VT 05735

Dear Ms. Saltis:

Provider #: 0164

Enclosed is a copy of your acceptable plans of correction for the re-Iicensure survey
conducted on August 20, 2012. Please post this document in a prominent place in your
facility.

We may follow up to verify that substantial compliance has been achieved and maintained. If
we find that your facility has failed to achieve or maintain substantial compliance, remedies
may be imposed.

Sincerely,

Pamela M. Cota, RN
Licensing Chief
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1. Review of the c(inical record for Resident #7
on 08/20/12 reveated an"admissi"On date of
06/01/12 and a diagnosis of schizoaffeclive
disorder versus major depressive disorder with
psychotic features. No plan of care was located. in
the clinical record to indicate what assistance was
required by Resident #7. During observations at
the 12:00 P.M. meal, Resident #7 required no
assistance. Resident #7 was independently
mobile and pleasant during the meal.

i 5.S.c {2)

Interview of the Caregiver on 08/20/12 at 12:30
P.M. revealed that Resident #7 required.

i medication management to ensure compliance,

Oversee development of a written plan of care for
each resident that is based on abilities and needs
as identified in the ~esident assessment A plan
of care must describe the care and services
necessary to assist the resident to maintain
independence and well-being;

This REQUIREMENT is not met as evidenced
by:
Based on clinicar-record review, observation and
interview, the facility failed to develop a plan of
care for two of three Residents in tne sample.
This affected two (#7 and #3) of three sampled
Resident records. Findings include:
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i
i An unannounced, on-site, re-Iicensure survey
~was conducted by the Division of licensing and
i Protection on 08f20f12. The follow defiCiency was
: identified.
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, 2. Review of the clinical record for Resident #3
on 08/20/12 revealed an admission date of
07/04/12 and diagnoses of schizophrenia and
anxiety. No plan of care was located in the clinical
record to indicate what assistance was required
by Resident #3. During the meal observation at
12:00 P.M, Resident #3 was pleasant and
conversed with other residents and staff.
Resident #3 was neat and appropriately dressed
and indepe'ndently mobile. Resident #3 indicated
that assistance was provided to find a job and the
Resident would be starting to work soon.

R145; Continued From page 1

. required assistance with meals and
: housekeeping tasks and required cues. general
: supeNision and reminders to maintain personal
: appearance and appointment schedules. The
. Caregiver stated that the pian of care was
• normally located in the medication administration
• book and that one had been developed after
Resident #7 was admitted. The Caregiver verified
, that a plan of care was not located in the record
, or in the medication administration record and
, could not locate a plan of care during the visit.
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Interview of the Caregiver on 08/20/12 at 12:30
P.M. revealed that Resident #3 required
medication management to ensure compliance,
required assistance with meals and
housekeeping tasks and required cues. general
supervision and reminders to maintain persona!
appearance and appointment schedules. The
Caregiver stated that the plan of care was I
normally located in the medication administration
book, and that one had been developed after
Resident #3 was admitted. The Caregiver verified
; that a plan of care was not located in the record
: or in the medication administration record and
: could not locate a plan of care during the visit.
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